Maternal plasma volume increases progressively during the second and third trimesters of pregnancy.1 2 The extent of the increase depends on the size ofthe conceptus, tending to be most in women with multiple pregnancies,3 4 and least in women with babies small for gestational age.1 2 5 Maternal plasma volume is also reduced in women with pre-eclampsia, a common cause of impaired fetal growth,6 although factors other than fetal size may contribute to the maternal hypovolaemia.7-9 Pregnant women with chronic hypertension are another group who may have reduced plasma volumes (as do non-pregnant subjects with essential hypertension'0), although in some studies it is not clear whether or not women with super-
imposed pre-eclampsia were excluded.9 1' Thus a raised blood pressure may directly reduce plasma volume, but in preeclampsia, a more important factor may be a low concentration of albumin in the plasma, which is characteristic of the disorder.12 13 It is assumed that the hypoalbuminaemia is due to albumin loss in the urine, after proteinuria develops, although this has never been proved. The possibility that albumin may leak into the extravascular tissues through abnormally permeable capillaries has not been substantiated.'4 In women with pre-eclampsia the total intravascular albumin mass is reduced, although extravascular albumin remains unchanged and neither the exchange of albumin between the two compartments nor its catabolic rate changes.15 Though the cause of the low plasma albumin is thus unexplained, its reduced concentration lowers plasma oncotic pressure'6 and predisposes towards loss of fluid from the vascular compartment. This explains the formation of oedema in severe pre-eclampsia and identifies a process which may further reduce the circulating plasma volume.
Plasma Changing American medicine Dramatic changes are taking place in American medicine. In October 1983 the United States government changed the way it reimburses hospitals for Medicare patients (those aged over 65), but the change will eventually affect patients of all ages. The full effects of this new method of reimbursement will become apparent only with time, but the initial reaction of the health professions does allow speculation on the future of medicine in the United States.
By tradition doctors have been accustomed to using their discretion and judgment both in diagnosing and treating patients and in billing for their services. Hospital charges were designed to cover their costs and to generate a modest surplus. In 1965 the United States government introduced Medicare. Hospitals were reimbursed under part A, "covering reasonable costs," and doctors were allowed to make a "reasonable charge" under part B. As might have been predicted, the absence of reimbursement ceilings led to inflation at a rate considerably greater than in other sectors of the economy-though much of the increased cost was due to increased services. In 1983 health care costs in the United
States had risen to $300 billion (,C200 000 million) a year, over 10°% of the gross national product. The United States government pays for 40%' and large employers 30%/ of the total bill for health care.
Recent changes in the health market place are now exerting pressure on the providers. The In 1982 the United States government responded to pressure to control the costs of health care by passing the Tax Equity and Financial Responsibility Act, which-for the first time-placed a ceiling on reimbursement of hospital costs and redefined the doctors' services which were reimbursable as a hospital cost. The mechanism chosen to accomplish this goal was a system of prospective payments based on diagnosis related groups-a comprehensive set of 467 medical classifications initially developed at Yale University. Hospitals will now be reimbursed for each individual patient's stay at a rate determined by the discharge diagnosis; the actual length and cost of the stay are not taken into account. The sum paid for each diagnostic group is determined by a branch of the United States government, the Health Care Financing Administration. A three year phasing in period has begun, during which reimbursement will be shifted gradually from an emphasis on the hospital's costs, via a rate structure based on nine geographic regions, to a strict
